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BARRIERS TO CANCER SCREENING AMONG VIETNAMESE 




Early detection and intervention of breast, cervical, and colorectal cancer improve 
cancer survival rates. However, ethnic and minority communities including Vietnamese 
Americans often delay their cancer screening practices. This study will discuss how the 
Vietnamese Americans' culture and religion influence health beliefs and health practices, 
to understand the barriers to healthcare access in the United States. This study reviewed 
the literature to present the current barriers to screening for breast, cervical and colorectal 
cancer. Among the studies evaluated, the strongest predictors of cancer screening among 
Vietnamese Americans included knowledge of cancer and cancer screening, cultural 
attitudes, financial and structural challenges. These studies highlight the need for better 
cancer screening promotion and awareness within the Vietnamese American population 
and also call for improvements in healthcare policies, organizations of institutions, and 
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Published studies from the American Cancer Society and the Centers for Disease 
Control and Prevention (CDC) have found that regular screening for breast, cervical, and 
colorectal cancer results in early detection of tumors, reducing cancer rates, mortality 
rates, and future medical costs (ACS, 2019; CDC, 2010). The Centers for Disease 
Control and Prevention (CDC) estimated that a large number of deaths from breast, 
cervical and colorectal cancers could be prevented through increased use of evidenced-
based screenings. The number of preventable deaths for breast cancer over the lifetime of 
50-year-old women were 2,821; for cervical cancer over the lifetime of 21-year-old 
women were 6,834; and for colorectal cancer over the lifetime of 50-year-old men and 
women were 35,530 for a single-year cohort under the US Preventive Services Task 
Force guidelines in 2018 (Sharma et al, 2020).  
To increase the utilization of cancer screening services among low-income and 
medically underserved populations, the US Department of Health and Human Services 
supports cancer control programs at the CDC, the National Breast and Cervical Cancer 
Early Detection Program (NBCCEDP), and the Colorectal Cancer Control Program 
(CRCCP) (Sharma et al, 2020). Greater emphasis on cancer research, cancer prevention, 
and rapid advances of cancer screening technology and cancer treatments have reduced 
overall cancer death rates in the US (Jun & Nan, 2018; Siegel et al, 2020). Despite these 
improvements and initiatives, cancer screening rates continued to be suboptimal for 
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uninsured patients, recent immigrants, and those from racial and ethnic minority groups 
(Baron et al, 2008; Gupta et al, 2014). 
For Asian Americans, cancer screening rates were consistently lower than whites 
for all cancer types including breast cancer with 2-4% gap, cervical cancer with 10-13% 
gap, and colorectal cancer with 5-15% gap (Jun & Nan, 2018). Yet, limited studies have 
examined issues related to cancer screening and healthcare access among Asian 
American communities. When researchers searched peer-reviewed academic journal 
articles in 10 relevant databases in June 2016 with keywords “African American/Black 
and cancer” and “Hispanic/Latino and cancer,” the search generated more than 420,000 
results for African Americans and more than 304,000 for Hispanic/Latino Americans. 
The similar search for Asian Americans generated less than 5500 results (Jun & Nan, 
2018). The current research exploring racial and ethnic health disparities has generally 
grouped diverse subgroups of Asian Americans into one racial category, making it appear 
that all from Asian American backgrounds receive better healthcare than other groups 
(Kim & Keefe, 2010; Lee et al, 2010). Recent Asian immigrants with limited English-
proficiency are often excluded from health research studies due to ineligibility or their 
own decision to refuse participation. The resulting sampling bias of English-speaking and 
well-acculturated participants with better education, insurance, and incomes perpetuates 
the myth of well-adjusted Asian Americans (Kim & Keefe, 2010).  
“Asian American” refers to people with origins from the Far East, Southeast Asia, 
or the Indian subcontinent. This group includes, but is not limited to, Asian Indians, 
Cambodians, Chinese, Filipinos, Hmong, Japanese, Koreans, Pakistanis, and Vietnamese. 
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The largest Asian American subgroups in the United States are Chinese, Asian Indians, 
and Filipino (Hoeffel et al, 2012). Studies have generally focused on these larger Asian 
American subgroups, or included studies using purposive sampling, resulting in findings 
that are not generalizable to many subgroups of Asian American population in the US 
(Jun & Nan, 2018; Kim & Keefe, 2010).  
Few studies have investigated cancer screening variations within Asian 
subgroups. Due to the generalized population research among Asian Americans, 
variations in preventive health behaviors and specific healthcare needs for subgroups of 
Asian Americans are often overlooked. In particular, the Asian Indians and Chinese, 
representing the largest Asian groups, have slightly lower colorectal cancer screening rate 
than that of non-Hispanic whites, while all the other Asian subgroups such as the 
Koreans, Japanese, and Vietnamese exhibited substantially lower rates (Torre et al, 
2016). Varying rates of cancer among Asian Americans are due to significant differences 
in exposure of cancer risk factors. Vietnamese immigrants differ from other Asian 
migrants for their recent immigration and cultural, and dietary practices, which 
potentially relate to their differing cancer rates (Le et al, 2002). 
In particular, Vietnamese women in the United States have low adherence to 
regular cervical screening, regardless of their high-risk status (Schulmeister & Lifsey, 
1999). While little is known about Human papillomavirus (HPV) infections among 
Vietnamese American women, available data indicated that high rates of cervical cancer 
may be due to low Papanicolaou (Pap) testing rates, rather than high HPV infection rates 
(Taylor et al, 2008). More recent studies have shown that Vietnamese women in the US 
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have low breast and cervical cancer screening rates (Gomez et al, 2007; Ma et al, 2020; 
Nguyen. T et al, 2009; Torre et al, 2016), and Vietnamese men and women have low and 
declining rates for colorectal cancer screening (Ma et al, 2020; Nguyen. B et al, 2015; 
Torre et al, 2016).  
For Vietnamese Americans, large scale immigration from Vietnam to the United 
States began in 1975 when the fall of Saigon led to U.S sponsored evacuation of around 
125,000 Vietnamese refugees. The earliest wave of refugees was made up of South 
Vietnamese government officials, U.S. related personnel, and members of the 
Vietnamese elite. Many of these refugees spoke English, were familiar with American 
culture and adjusted rapidly to the United States. However, the following wave in 1978 
were refugees from rural areas of Vietnam with less education. They included farmers, 
fishermen, and soldiers, known as “boat people,” because they fled by boat to refugee 
camps in Thailand, Malaysia, Indochina, the Philippines, and Hong Kong prior to their 
entry to the US (Alperin & Batalova, 2018; Zhou & Bankston, 2000). During the second 
wave, many “boat people” were attacked by pirates and roughly half did not survive the 
journey from Vietnam to the refugee camps. Those who survived had difficulties 
adapting to the United States due to their lack of education and English- language ability 
(CDC, 2008; Zhou & Bankston, 2000). Since the 1980s, fewer Vietnamese immigrants 
have arrived as refugees, and a greater number of new immigrants have arrived through 
family sponsorship and family reunification (Alperin & Batalova, 2018). Since then, the 
Vietnamese population has grown significantly, making up the fourth- largest among the 
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Asian population groups in the United States with the largest concentrations in 
California, Texas, Washington, Florida, and Virginia (Hoeffel et al, 2012). 
According to the American Community Survey, Vietnamese immigrants are less 
likely than other foreign-born populations to be proficient in English, with 66% of 
Vietnamese reporting themselves as having limited English proficiency, compared to 
48% of all immigrants (Alperin & Batalova, 2018). While providing bilingual services 
may partially alleviate language barriers, many literature studies have found that ethnic 
communities experience challenges beyond the language barriers (Gupta et al, 2014; 
Kimura et al, 2014; Lee et al, 2010). Persistent low cancer screening rates in these 





Among the Asian American communities studied, most have identified financial 
barriers as a main barrier in healthcare access, especially for underserved ethnic and 
minority populations (Gomez et al, 2013; Kim & Keefe, 2010; Lee et al, 2010; 
McGarvey et al, 2003; Nguyen & Belgrave, 2012; Nguyen. A et al, 2011). Recent studies 
found that Asian Americans have the lowest uninsured rate between 2017-2018 in the 
United States and the report headlines “the Affordable Care Act eliminated the gap in 
health insurance coverage between Asian American and white adults” (Gunja et al, 
2020). However, the same report mentioned that compared to Indian, Chinese, and 
Filipino Americans, subgroups of Korean, Vietnamese, and other Asian Americans were 
significantly more likely to be uninsured (Gunja et al, 2020). Therefore, researchers 
should disaggregate data analysis for Asian Americans for a better understanding of these 
subgroups.  
In Richmond, Virginia, a CBPR study surveyed 70 female Vietnamese Americans 
and found that 30% do not have health insurance. In another sample from the study, 
consisting of 42 Vietnamese male and female participants found that 26% of the 
participants were uninsured; and 28% of the participants reported that they received no 
health services due to lack of financial resources or lack of health insurance (Nguyen. A 
et al, 2011). In other Vietnamese communities, studies have linked the lack of health 
insurance, and low healthcare access, including cancer screening (Nguyen & Belgrave, 
2012; Kim & Keefe, 2010). Particularly for Vietnamese women with low-income 
backgrounds, the cost of medical care and lack of health insurance coverage were 
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common reasons for not participating in cancer screening practices (McGarvey et al, 
2003).  
When researchers controlled for insurance status using the California Health 
Interview Survey, they detected significantly lower rates of services including 
mammography and colorectal cancer screening in privately insured Asian Americans 
when compared to privately insured non-Hispanic whites (McMenamin et al, 2020). 
These findings suggest that cancer screening among ethnic and minority populations, 
particularly Vietnamese Americans, is deterred by challenges other than health insurance 
coverage.  
Participants from Montgomery County, Maryland reported that a large percentage 
of young Asian Americans work in low-wage jobs including restaurants, home-based 
businesses, and childcare that do not offer health insurance benefits (Lee et al, 2010; 
Nguyen. A et al, 2011). Many Vietnamese Americans immigrants have not completed 
higher education and thus, work in businesses such as restaurants and nail salons that lack 
health insurance benefits (Nguyen. A et al, 2011). Some individuals may purchase private 
insurance but not utilize preventive services due to the additional costs of services. Others 
may travel to their home countries for medical and dental treatments at lower costs than 
those in the US. Those who cannot afford to travel frequently may bring back 
prescription medication to self-medicate when they get sick (Lee et al, 2010).  
Working in low waged jobs and businesses may also create conflict with the 
clinic’s operational hours. Researchers have found that having time off to see doctors was 
strongly associated to having had a Pap test (Ma et al, 2012). In the same study, the 
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researchers found that while there are cancer screening services for women without 
insurance, Vietnamese American women are often unaware or ineligible for these 
services (Ma et al, 2012). These findings suggest that campaigns to increase awareness of 
cancer services and workplace flexibility may be important to helping increase cancer 
screening rates.   
A community-based study with lay health workers who provided navigation 
services, such as referrals to low-cost or no-cost CRC screening, making appointments, 
and accompanying participants to the appointments enabled participants to overcome 
barriers to obtain screening (Nguyen. B et al, 2015). Interventions which alleviate 
financial, structural, and cultural barriers to access are some of the most recommended 
strategies to improve screening rates for breast and cervical cancer among Vietnamese 
women (Kimura et al, 2014; McGarvey et al, 2003; Nguyen. B et al, 2015).  
For uninsured women, the National Breast and Cervical Cancer Early Detection 
Program sites in Texas provide emergency Medicaid treatment for those diagnosed with 
breast or cervical cancer. However, no such program exists for uninsured individuals 
diagnosed with colorectal cancer (Gupta et al, 2014). The lack of public programs and 
access to resources are major issues that must be addressed for better CRC rates in 
marginalized communities. Mandating health insurance coverage for preventive care 
would reduce the disparities in cancer screenings among the uninsured and lower-income 
individuals (Gupta et al, 2014; Hamman & Kapinos, 2015; Modell et al, 2020). 
Unfortunately, United States remains the only industrialized country without universal 
healthcare for its citizens. Although the Affordable Care Act has expanded health 
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insurance and access to naturalized citizens and lawfully present noncitizens, not 
everyone receives these benefits. Lawfully present non-citizens such as children and 
pregnant women residing in certain states without Medicaid and Children’s Health 
Insurance Program (CHIP) are excluded from access due to a five-year waiting period 
(NILC, 2014). However, the lack of clarity about eligibility policies and procedures, and 
difficulties navigating the enrollment processes may be additional challenges for 
immigrants in accessing care.  
Furthermore, institutions may practice the concept of “bureaucratic 
disentitlement” in which “administrative agencies deprive individuals of their statutory 
rights or entitlements by complicating processes, withholding information, providing 
misinformation, or isolating them” (Castañeda, 2019). In Borders of Belonging: Struggle 
and Solidarity in Mixed-Status Immigrant Families, the author explored this concept in a 
case where the social worker threatened to report a mix-status family to immigration if 
they proceeded with their Children’s Health Insurance Program application. For many of 
these families, bureaucratic disentitlement may perpetuate mistrust for institutions, 
relationships with authorities, and social interactions, affecting more than their 
healthcare.  
For undocumented families, many experience a persistent sense of danger and 
fear of the potential deportation or denunciation that someone may report their parents or 
siblings to the authorities. As a result, undocumented individuals and their families live in 
chronic stress and uncertainty (Castañeda, 2019; Gonzales, 2016). In Lives in Limbo: 
Undocumented and Coming of Age in America, Roberto Gonzales followed the lives of 
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150 undocumented youths in the US for 12 years. He found that these undocumented 
youths experienced underlying racism and broader systemic and structural socioeconomic 
inequalities that shaped their life course trajectories, resulting in similar life course 
outcomes, despite having different trajectories earlier in life (Gonzales, 2016). For these 
individuals, they confront the limitations of their undocumented status later in adulthood. 
For instance, undocumented immigrants are not allowed to hold jobs that offer health 
insurance or purchase private health insurance, and they do not qualify for any federally 
sponsored insurance due to their undocumented status (HealthCare.Gov; Kim & Keefe, 
2010; NILC, 2014).  
Community health centers are vital sources throughout the country for immigrants 
without coverage and should be supported to alleviate the negative health effects for 
immigrants without health insurance (Castaneda et al, 2014). However, intervention 
programs must modify both the medical practice and the state’s relationship with target 
populations. In particular, involving community members in healthcare planning and 
organization and reallocating resources to the local community for developments of 
federally funded community health centers (Shaw, 2005). Community health center 
developments would expand healthcare access to immigrants and non-immigrants 
without coverage, and more importantly, for undocumented immigrants, whose only 
source of health services are health centers and safety-net hospitals (NILC, 2014). 
Overall, researchers have suggested that public health practitioners and researchers 
should collaborate with immigrant communities to increase the sustainability of programs 
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and tailor programs to the needs and realities of the specific immigrant communities 






 Colorectal Cancer (CRC) screening is essential for early cancer detection, 
treatment, and better outcomes. However, poor, uninsured, racial and ethnic minority 
populations continue to have lower cancer screening rates than the general population. 
According to the National Health Interview Survey (NHIS) from the CDC, Figure 1 
shows racial and ethnic disparities in CRC screening rates, and these rates are 
significantly lower for individuals who are uninsured, with low income, and lower levels 
of education (CDC, 2010; Gupta et al, 2014). Low screening rates can be attributed to 
challenges including but not limited to low-income status and sociocultural factors such 
as cultural cancer beliefs, language barriers, distrust of the medical system, and 





Figure 1: Colorectal cancer screening rates by race, ethnicity, insurance, age, 
education, and income based on the National Health Interview Survey (NHIS). 
Published by Oxford University Press 2014. “Screen up to date is defined by having a 
fecal occult blood test in the last year, sigmoidoscopy in the last 5 years, or colonoscopy 
in the last 10 years. Income is estimated as percentage of federal poverty level” (Gupta et 
al, 2014). 
The data shows less than 50% up to date CRC screening for Hispanics, Asians, 
and individuals with low socioeconomic status. The data also shows significantly low 
uptake of CRC screening for individuals without insurance. Gupta and colleagues (2014) 
reported that recent immigrants also had significantly lower CRC screening with only 
21.3% of respondents having had up to date CRC screening.  
To understand the low CRC screening rates among Asian Americans, a cross-
sectional study sampled 274 Chinese, Korean, and Vietnamese Americans aged 50-75 
years old living in Baltimore-Washington Metropolitan area. Researchers found that the 
rates of up-to-date colonoscopy were higher than previously reported studies for Asian 
Americans, yet these rates are lower than the rates of the general American population. 
They also found that the strongest predictor of CRC screening behavior was CRC 
knowledge and the Asian Americans in the study sample had a low average colorectal 
cancer knowledge score of 6.10 out of 9 (SD=2.9) (Juon et al, 2018).  
However, there were significant differences in rates of screening and education 
levels among the subgroups of Asian Americans. Chinese participants in the Baltimore-
Washington Metropolitan area study had a significantly higher level of education 
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compared to the Koreans and Vietnamese participants in the sample, reporting that “51% 
of Chinese had [a] college education compared to 39% of Korean and 10% of 
Vietnamese” (Juon et al, 2018). Although Vietnamese participants in the study had lower 
education levels than Korean participants, the researchers found that Korean Americans 
had the lowest rate of colorectal cancer screening rates. Therefore, it is important to note 
that education levels do not translate inherently to higher CRC knowledge. Future studies 
and intervention programs must target the diverse subgroups of the Asian American 
community to understand predictors of CRC knowledge and screening behavior. 
For Vietnamese Americans, multiple studies have supported the idea that higher 
knowledge of CRC cancer and risks motivates people to engage in cancer prevention and 
screening behaviors (Juon et al, 2018; Kimura et al, 2014; Ma et al, 2020). A study with 
374 Vietnamese Americans over the age of 50 in the greater Philadelphia metropolitan 
area showed a low average CRC knowledge score of 3.5 out of 11, and only 29% of 
participants reported of having heard of a colorectal polyp compared to 90% of non-
Hispanic whites (Ma et al, 2020). Another study in Seattle, WA found that higher 
knowledge about CRC and CRC screening helped both male and female participants 
decide to get screened (Kimura et al, 2014).  
However, CRC knowledge was not the only predictive factor of up-to-date CRC 
screenings. The American Cancer Society recognizes that the links between diet, weight, 
and exercise and colorectal cancer risk are some of the strongest for any type of cancer. 
In the 2020 colorectal cancer report, more than half (55%) of all colorectal cancer are 
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attributed to lifestyle factors, including an unhealthy diet, insufficient physical activity, 
high alcohol consumption, and smoking (ACS, 2020).  
Among Asian Americans, particularly Vietnamese Americans, knowledge of 
CRC risks, the recommended level of physical exercise and consumption of fruits and 
vegetables were suboptimal (Jil et al, 2020; Ma et al, 2020). Ma and colleagues reported 
that physical exercise is not a significant part of the cultural norm in Vietnam as it is in 
the U.S. In this study, researchers indicated that the longer people have been residing in 
the U.S, the less physically active they are.  
 Aggravating the problem, U.S segregation and social isolation of neighborhoods 
continue to limit essential services such as access to fresh and nutritious foods at 
affordable prices, access to public transportation, and nutrition education in public 
schools (Elsheikh & Barhoum, 2013). The United States Department of Agriculture 
(USDA) research report on Characteristics and Influential Factors of Food Deserts by 
Dutko and colleagues, reported that previous data found neighborhoods with primarily 
minorities, particularly African Americans with low incomes, have fewer supermarkets 
(Dutko et al, 2012). Fewer supermarkets translate to less access to healthy and affordable 
foods. In particular, the most important predictors of access in urban areas are income 
inequality and racial segregation. As for rural areas, the most important predictor is 
transportation infrastructure (Dutko et al, 2012).  
 Lack of access to transportation is a significant challenge for Vietnamese 
American communities, particularly the elderly (Lee et al, 2010; Mull et al, 2001). For 
individuals with mobility difficulties and/or those with limited English proficiency, 
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public transportation is a significant challenge. Instead, these individuals often rely on 
family members for transportation to medical appointments. However, this may further 
hinder care. One participant from a low-income southern California community reported, 
“I’m old, and I don’t want to bother my son with taking me to the doctor, so I just drink 
tea and pray that I won’t get worse,” referring to her diabetes (Mull et al, 2001). Limited 
access to any essential services such as healthy and affordable food, banks, healthcare, 
transportation infrastructure, and parks or recreational areas may result in poor diets and 
adverse health outcomes.  
Interventions to address stigma in clinical encounters needs to be addressed in the 
institutions and social conditions (Metzl & Hansen, 2014). However, these interventions 
have largely developed outside of clinical practices to consider the impact of “culture” on 
clinical interactions, including new developments and training of architecture students to 
build city environments that promote health, and sociologists observing the social 
structures and neighborhood effects on individual behaviors (Metzl & Hansen, 2014). As 
for clinicians, they require skills to treat the patients and at the same time, recognize how 
social determinants, bias, stereotyping, and prejudice may contribute to racial and ethnic 
disparities in healthcare (Metzl & Hansen, 2014; Nelson, 2002).  
However, the majority of current research on cancer prevention in Asian 
Americans, particularly in Vietnamese Americans has focused on educational 
interventions, aiming to increase the knowledge of CRC, risk factors, and promoting 
preventive health behaviors in this population (Juon et al, 2018; Ma et al, 2020). In a 
study with older and limited English proficiency Vietnamese Americans in Santa Clara, 
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California, individuals who received a lay health worker educational intervention to 
promote healthy eating and physical activity (HEPA) showed significant increase in 
HEPA knowledge and self-reported behaviors meeting recommended guidelines (Jih et 
al, 2020). The study reports that the evidence not only shows effectiveness of lay health 
worker interventions, but they were among the first to address HEPA behaviors (Jih et al, 
2020). However, there may be cultural and socioeconomic challenges beyond knowledge 
of CRC and CRC screening.  
Lay health workers are an example of an individualized and culturally appropriate 
community-based intervention that can improve cancer screening behaviors in 
underserved and ethnic populations (Gupta et al, 2014; Mock et al, 2007). A lay health 
worker (LHW) is defined by the World Health Organization as “a member of the 
community who has received some training to promote health or to carry out some 
healthcare services but is not a healthcare profession” (Nkonki, 2011). LHWs work 
directly with the individuals in the community and have been shown to significantly 
increase both healthy eating and physical activity knowledge and self-reported behaviors 
among older Vietnamese Americans (Jih et al, 2020). Interventions with LHW have also 
shown to increase cancer screening in Vietnamese communities (Mock et al, 2007; 
Nguyen B. et al, 2015; Nguyen T. et al, 2006). 
 For CRC screening, a community-based cluster randomized controlled study in an 
urban area with a high concentration of Vietnamese in Santa Clara, California with LWH 
successfully increased CRC screening rates for Vietnamese American participants. 
Researchers hypothesized that LHW shared common characteristics, such as language, 
	
	 18	
culture, age group, and geographical residential area with the participants which helped to 
influence the participants’ behavior. They reported that “social networks provided the 
existing relationships, trust, and social and cultural norms among the network members 
for LHWs to rely on for influencing the participants to obtain CRC screening” (Nguyen. 
B et al, 2015). The study consisted of 64 lay health workers and 128 Vietnamese 
American participants without CRC screening. The study also included bilingual and 
bicultural staff, consultants, and a gastroenterologist in the content development and 
review of the flip charts shown in Figure 2 and Figure 3. Interventions included 
participants receiving educational sessions, resulting in 56% of participants reporting 
screening compared to 19% of controlled participants (P< .001). The study was 
successful in increasing self-reported CRC screening rates in Vietnamese American men 
and women in Santa Clara, California. However, Juon and colleagues indicated that 
individuals with a greater than high school education level were less likely to participate 
in CRC screening. They predicted that individuals with higher education levels and who 
are employed have less time to be up to date with their CRC screening, even if they have 
health insurance (Juon et al, 2018).  
These findings exemplify the significance of structural challenges beyond the lack 
of cancer knowledge and lack of insurance. Interventions must incorporate policy 
changes for community and infrastructure development to increase access to food, public 
transportation, and higher-income job opportunities. Intervention programs have 
improved CRC screening rates in Vietnamese communities when outreach programs 
address the socioeconomic, cultural, and structural barriers to healthcare. In particular, 
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outreach programs should recognize the importance of understanding language and 
culture in the context of health, including instructions on prescription drug labels, 
appointment slips, health education fliers, physician’s directions, and consent forms, and 
the complex health system (Kim & Keefe, 2010). Healthcare workers such as LHWs, 
who are knowledgeable about the culture and social conditions, help improve health care 
access in Asian American communities (Jih et al, 2020; Kim & Keefe, 2010; Nguyen. B 







Figure 2. Healthy eating and physical activity educational intervention.  
“Culturally and linguistically appropriate educational materials developed for delivery by 
lay health workers to Vietnamese Americans aged 50 to 74 in an intervention designed to 
increase healthy eating and physical activity, Santa Clara County, California, 2008–2013. 






Figure 3. Educational messages for participants (left) and for lay health workers 
(right).  
The educational session presentation was conducted in Santa Clara County, CA. 
2008-1013. A team of bilingual and bicultural staff and consultants developed the content 
of the CRC flip chart to cover the colon in the body; what cancer is and specifically what 
CRC is; CRC risk factors, symptoms, prevention, and screening tests; the recommended 
age to begin; and where to get CRC screening (Nguyen. B et al, 2015). 
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BREAST AND CERVICAL CANCER  
 
 Four large-scale public health surveys throughout 17 years (i.e., NHIS, CHIS, 
HINTS, BRFSS) have found that Asian Americans’ cancer screening rates are lower than 
non-Hispanic whites for all cancer types including breast and cervical cancers (Jun & 
Nan, 2018). In a study with Vietnamese participants, researchers reported that 41% had 
never had a Pap test (Nguyen. A et al, 2011).  
For Vietnamese women, data showed that breast cancer incidence rates have 
increased since 1990, and rates of cervical cancer incidence are 40% higher when 
compared to non-Hispanic whites (Gomez et al, 2013; Torre et al, 2016). However, 
Vietnamese women believed that they are less susceptible or are low risk for breast 
cancer and cervical cancer when compared with the general population (McGarvey et al, 
2003; Schulmeister & Lifsey, 1999). Risk refers to a population and not to a particular 
individual. Participants who believe that their ethnic group has a low risk of cancer would 
be less likely to seek out cancer screening and other preventive services. Anthropologist 
Catherine Panter-Brick (2014) noted that most people interpret risks from many different 
sources of evidence, opinions, and personal experiences that are not relevant to personal 
risk. The consequences of calculating risks includes “one to search for risk factors and 
assign individuals into low-risk and high-risk social groups,” and this is further 
problematic, because these statements generalize the individuals regardless of the context 
(Panter-Brick, 2014).  
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In the ethnography, Marked Women: The Cultural Politics Of Cervical Cancer In 
Venezuela (2018) by Rebecca G. Martínez, she found that doctors and public health 
officials identified promiscuity, poor hygiene, and lack of morality as risk factors for 
cervical cancer; indicating that cultural biases toward women had greater influence than 
scientific evidence. Similarly, a study with Vietnamese American women from 
Pennsylvania and New Jersey found that younger age was associated with lower 
likelihood of obtaining cervical cancer screening because of the perceived community 
stigma against premarital sexual behavior and sexual promiscuity (Ma et al, 2012). Other 
researchers have found that Vietnamese women from Richmond, Virginia felt 
embarrassed when revealing personal and private health issues to doctors, so some 
avoided visits to medical professionals. One of the Vietnamese male participant reported, 
“the Vietnamese want to keep their private lives from society to avoid embarrassment. If 
they have [a disease] they don’t want anyone to know because they want to protect their 
reputation” (Nguyen. A et al, 2011). Vietnamese women and Vietnamese physicians may 
hold similar cultural beliefs in associating cervical cancer with promiscuity, lack of 
hygiene, or lack of morality. This cultural narrative of risk and stigma can undermine 
epidemiological and medical evidence.  
However, researchers have reported that cervical cancer incidence rates among 
Vietnamese women have significantly declined from 1990 to 2008 due to increased 
screening and treatment of precancerous lesions (Gomez et al, 2013). Many studies have 
suggested educational intervention for better cancer information and knowledge. In 
particular, the use of lay health worker (LHW) with media-based education (ME), which 
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have shown to increase cervical cancer screening among Vietnamese women in 
California (Mock et al, 2007; Nguyen. A et al, 2011; Nguyen. T et al, 2015; Taylor et al, 
2010). Researchers examined the effectiveness of a combination of interventions on 
cervical cancer screening rates and found that among participants who have never 
previously screened, significantly more women in the combined intervention group 
obtained tests versus the media only group with 46.0% compared to 27.1%, respectively 
(Mock et al, 2007). The study randomized 1005 Vietnamese American women in Santa 
Clara County, California. One group received LHW and ME (combined intervention), 
while the second group received media education only. Testing in combined intervention 
increased from 65.8% to 81.8% while testing in media education only group increased 
from 70.1% to 75.5%.  
As for breast cancer, incidence rates among Vietnamese women have 
significantly increased from 1990 to 2008 (Gomez et al, 2013). However, researchers 
randomized controlled trial between 2004-2007 consisting of 1100 Vietnamese women in 
California over the age of 40, found that combined interventions of LHW and ME had a 
significantly greater increase in breast cancer screening among Vietnamese- American 
women (Nguyen. T et al, 2009). In the study by McGarvey (2003), study participants 
were asked about the best strategies to encourage women like them to screen for cancer, 
and Vietnamese women reported that education about cancer and screening would be 
most effective. However, the Vietnamese women also requested assistance with making 
appointments, traveling to clinical sites, and other hands-on help (McGarvey et al, 2003). 
Other structural barriers identified among Vietnamese women were low income, lack of 
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health insurance and/or knowledge to find health services and navigate through the health 
systems (Nguyen. A et al, 2011). 
A community based participatory research (CBPR) study surveyed 19 Vietnamese 
men and 23 Vietnamese women. All 42 participants were immigrants and had limited 
health resources and information available for the local Vietnamese population in 
Virginia. The researchers identified underutilization of breast and cervical cancer 
screening among 43% of the Vietnamese female participants. They also found that such 
underutilization was due to structural barriers such as lack of finances, health insurance, 
or appropriate knowledge to find and navigate through the health services (Nguyen. A et 
al, 2011). 34% of both male and female participants reported that they did not know 
where to look or ask for help seeking for health services. One female participant reported, 
“The doctor recommends to get a yearly Pap smear for people over 45 years old, but I 
know in my area that none of the Vietnamese women go for those exams” (Nguyen. A et 
al, 2011).  
For the Vietnamese community in King County, Washington, researchers found 
that interventions for cervical cancer that address knowledge deficits, enable women 
without a usual place of care to find a primary care doctor, improve patient-provider 
communication, and empowering women to ask for testing may result in better adherence 
to cancer screening recommendations (Taylor et al, 2010). Overall, these findings 
exemplify the need for structural competency training in the health systems. Some argued 
that clinician training should “focus on the individual encounter to include the 
organization of institutions and policies, as well as of neighborhoods and cities, if 
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clinicians are to impact stigma-related health inequalities” (Metzl & Hansen, 2014). 
However, the training should extend to the interdisciplinary team of people in the health 
system to help address the structural barriers such as lack of consistent physician, 
transportation, waiting times, language, childcare, limited clinic/office hours, and 
incorporate it into patient care and treatment.  
In addition to these challenges, researchers have also identified cultural factors 
such as general reverence of elder and male figures to influence cancer screening 
behavior (Nguyen. A et al, 2011). They found that women with a male physician were 
more likely to adhere to screening guidelines. This finding is consistent with previous 
data from Ito (1996), reporting on medical adherence among Vietnamese patients; “it did 
seem that husbands or other males (for example, brothers) in the households were quite 
important figures in gaining client cooperation” (Ito, 1996). These participants either 
directly or indirectly experienced encouragement to continue a medical regimen or peer 
pressure to stop the medication. It may be inferred that Vietnamese American women 
may also experience these cultural challenges for breast and cervical cancer screening. 
However, understanding the cultural influences on health decisions and behaviors among 
Vietnamese American women will help future research modify interventions to cultural 





TRADITIONAL HEALTH BELIEFS AND PRACTICES 
 
The combination of Chinese influence from Confucianism, metaphysical theory 
of Taoism, and Indian philosophy of Buddhism forms the “Balance and Harmony” 
principle of health (Hoang & Erickson, 1985). Diseases are can be explained by three 
different theories among Indochinese patients. The first is the naturalistic theory which 
states that “bad wind” or spoiled food are causes for illness. The second is 
supernaturalistic theory in which diseases result from the influence of gods, demons, 
spirits, and malevolent spells. The third theory is metaphysical theory, which states that 
an imbalance of the yin and yang or “hot and cold” elements causes disease (Hoang & 
Erickson, 1985). The physical theories of the hot and the cold, and the wet and the dry 
have also been used in Greek philosophy and medicine during the fourth and fifth 
centuries (Lloyd, 1964).   
Eastern medicine is widely practiced among Vietnamese communities, and relies 
on the metaphysical theory or principle of harmony between the am and duong or “hot 
and cold” elements (Ito, 1999; Nguyen. M. D et al, 1985; Purnell & Fenkl, 2019; Thai, 
2003). This metaphysical principle of health influences nutrition, understanding of 
illnesses, and health behaviors (Ito, 1999; Purnell & Fenkl, 2019).  
The principle is that good health consists of a state of balance between the 
elements within one’s body and his or her environment (Ngo-Metzger et al, 2008; Torsh 
& Ma, 2000). This principle includes harmony in social relationships and the 
environment (Torsh & Ma, 2000). A balance of physical and mental health includes self-
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control of emotions, thoughts, behavior, diet and food, and medication intake (Tran et al, 
2010). Excess of any factor, such as excessive eating or worrying, can lead to an 
imbalance, resulting in mental and physical illness. The metaphysical principle of health 
also views the mind, body, and spirit as an integrated whole, such that each component 
influences the other.  
In Vietnamese, the phrase "lao luc, lao tam" refers to physical overwork and 
mental stress resulting in disease (Ito, 1999). In an ethnographic study of 40 Vietnamese 
immigrants and 8 Vietnamese health providers in southern California, “worry and 
sadness” were identified as one of the causes of diseases among the respondents (Mull et 
al, 2001). All Vietnamese respondents were native Vietnamese speakers, born in 
Vietnam, with a mean age of 59.0 years, ranging between 39 and 77 years. Researchers 
observed a consensus among Vietnamese respondents that “worry and sadness, brought 
on by stress” are the causes of their diabetes (Mull et al, 2001).  
Interestingly, Mull and colleagues found that stressful experiences relating to the 
Vietnam War was another commonly reported cause of the participant’s diabetes. One 
respondent reported, “when my family had to leave Viet Nam in a boat in 1978 and we 
all suffered so much, that’s when I got diabetes.” Another reported, “I think I got diabetes 
because I was so weak after I spent all those years in a labor camp in North Viet Nam, 
and also I was so sad about my brother dying in the war” (Mull et al, 2001). Other studies 
have also identified that excessive worrying is considered to cause excess “heat” within 
the body, resulting in an imbalance, leading to mental and physical illness (Gordon et al, 
2006; Nguyen. M. D, 1985; Tran et al, 2010).  
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In addition to the imbalance of heat within the body, the Vietnamese diabetic 
patients also discussed that trapping excess heat within the body could lead to diseases. 
The patients believed that “lack of perspiration” was another cause of diseases, because 
perspiration is seen as the removal of toxins from the body. One patient reported, “I’ve 
noticed that a lot of Vietnamese people get diabetes in the United States, but almost no 
one got it in Viet Nam. It could be because people are worried all the time…also people 
sweat less here, and the heat can’t get out of their bodies, and that can bring on diabetes, 
too” (Mull et al, 2001). 
Many traditional practices have evolved to treat and cure symptoms by restoring 
the balance or harmony. In particular, steaming or “xong” involves boiling a mixture of 
medicinal herbs such as eucalyptus. The steam is inhaled, the body bathed, and the 
patient retires to bed and covers themselves completely for about 45 minutes to “sweat” 
out the illness (Gordon et al, 2006). Other methods including herbal teas, soups, and other 
concoctions are “cold” measures used to overcome “hot” illnesses. Other common 
practices include eating organ meats-- liver, kidneys, testes, brains, and bones of an 
animal-- to increase the strength of the corresponding human part (Purnell & Fenkl, 
2019).  
The naturalistic theory and the supernaturalistic theory explain that offsetting the 
winds and the spirits may alter the internal balance of the body, leading to illnesses 
(Hoang & Erickson, 1985; Jenkins et al, 1996). Vietnamese patients may often refer to 
the cold or the flu as “poisonous wind” or “catching the wind,” instead of “catching the 
cold” (Tran et al, 2010). As a result, many patients may change their diet and use a 
	
	 30	
combination of approaches of traditional medicine and practices including, “cao gio” 
which translate to “rubbing out the wind.” “Cao gio” is also known as coining, used to 
treat colds, sore throat, flu, sinusitis, and similar cold illnesses. The practice includes 
spreading ointment or hot balm oil across the back, chest, or shoulders and rubbing with 
the edge of a coin (preferably silver) in short, firm strokes, resulting in ecchymotic stripes 
in order to allow the wind to escape. Another similar practice is skin pinching, or “bac 
gio,” which translates to “wind snatching.” The practice is used to treat headaches by 
pinching the affected area is repeatedly to produce echymossis and petechiae (Purnell & 
Fenkl, 2019). In a Massachusetts study, participants reported that Western clinicians 
often expressed negative reactions to traditional medical practices and mistook the 
bruises for hematological diseases or signs of abuse (Ngo-Metzger et al, 2003). Figure 4 
shows an example of coining, which can often be misdiagnosed as child abuse and be 
traumatizing to the child, family, and any individuals suspected (Viero et al, 2019).  
  
Figure 4: A 6-year old female showing bruises on the neck in a coining 
practice (Viero et al, 2019).  
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TRADITIONAL/ COMPLEMENTARY AND ALTERNATIVE MEDICINE  
 
In general, Indochinese patients often use their own system of care including 
traditional home remedies before seeking medical professionals (Gordon et al, 2006; 
Mull et al, 2001; Ngo-Metzger et al, 2003; Purnell & Fenkl, 2019). Asian American 
participants from Montgomery, Maryland reported that the use of traditional medicine is 
ingrained in their culture and is often preferred over Western medicine (Lee et al, 2010).  
Previous studies have proposed that Western medication is not well received by 
Vietnamese patients, due to the common belief that western medication is “hot” and may 
cause their “hot” illnesses to worsen, resulting in more harm (Gordon et al, 2006; Mull et 
al, 2001; Thai, 2003). These patients also have high faith in herbal and traditional 
medicines, and they often treat symptoms with traditional methods before attempting 
Western medicine. One reported that “eastern medicine is much safer than doctors’ 
medicine because it cools your body and brings it back into balance.” Another patient 
reported that since a diabetes diagnosis, she is using traditional home remedies including 
“bitter gourd, guava tea leaf, and banana tree sap. If those don’t work, then I’ll think 
about taking doctors’ medicine” (Mull et al, 2001). In another study, a Vietnamese 
woman from a Massachusetts focus groups reported, “my husband hates going to the 
doctor. If he has a cold, he prefers these treatments first; if he does not get better, then he 
would go to the doctor” (Ngo-Metzger et al, 2003).  
In other cases, many patients adjust the dosage of their Western medications 
without informing healthcare providers. Previous ethnographic studies found that 
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patients’ adherence in long-term medical regimens for chronic conditions can be 
compromised for Vietnamese immigrants with traditional beliefs in eastern medicine (Ito, 
1999; Mull et al., 2001). In the study conducted in Orange County, California, ten out of 
forty Vietnamese patients reported that they lower their maintenance dose of Western 
oral medication whenever they felt an undesirable “hot” side effect (Mull et al, 2001). In 
this study, a patient who prefers Eastern medicine reported, “doctors’ medicine has a lot 
of strong hot chemicals – you can get really bad side effects if the dose is too high.” 
Overall, two-thirds of the patients interviewed had reported using traditional home 
remedies for their diabetes, while nine reported that they had stopped their western 
medications while using eastern medicine.  
The providers’ knowledge, inquiry, and acceptance of Asian beliefs and practices 
is an essential part of effective patient-provider communication. However, patients are 
often reluctant to discuss their eastern medicine use with Western clinicians due to 
previous negative responses (Mull et al, 2001; Ngo-Metzger et al, 2003). A patient from 
Orange County, California reported she halved her dose of medication whenever she felt 
out of balance without telling her Vietnamese speaking and U.S educated physician 
because “he didn’t seem to understand, so I didn’t mention what I did” (Mull et al, 2001). 
In another qualitative study in Massachusetts, one participant reported, “I told the doctor, 
`I am taking some angelica and ginseng. Do you think it is OK?' The doctor said, `I don't 
know Chinese medicine. You should be responsible for the results if you take them!' 
After that I did not dare mention Chinese medicine again (Ngo-Metzger et al, 2003).  
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Another common reason for Vietnamese patients to hide their medical treatment 
changes is to avoid appearing to defy authority (Ito, 1999; Thai, 2003). In a study 
conducted in Orange County, California, researchers found that Vietnamese patients with 
tuberculosis had multiple cases of unreported medical treatment nonadherence (Ito, 
1999). One of the patients in the study reported that his peers in the same study would 
visit the clinic regularly for the treatment records but that they do not take the medication. 
The patient reported, “they come here, and the nurses asks if they’re still taking it, and 
they said yes, but at home they don’t take the medicine anymore.” On another occasion, a 
clinic nurse noticed two patients passing a note to each other before tossing it in the trash, 
the note read, in Vietnamese “just pick up medication even if you don’t use it” (Ito, 
1999). One of the participants added that most participants wanted to appear compliant 
because a nurse had told them that the clinic “has a record of who has TB and when they 
go to apply for a job it shows up on the record that they have TB and it was untreated” 
(Ito, 1999).  
For these patients, medical nonadherence results in further health complications. 
However, culturally appropriate interventions may address the problem by recognizing 
the patient’s understanding of diseases and working with patients to encourage 
counterbalancing “hot” side effects with “cooling agents” such as tea, salads, and 
vegetable soup (Mull et al, 2001; Ito, 1999). One of the patients on an oral medication in 
the study, reported that her diet consisted of spinach soup, artichoke drink, tofu dishes, 
salads, and vegetable soups without meat because these foods were “cooling” (Ito, 1999). 
In Vietnamese culture, food has the property to be hot or cold, which is used among 
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patients as countermeasures to restore the balance (Purnell & Fenkl, 2019; Thai, 2003). In 
particular, hot foods are used to cure cold illnesses and vice versa (CDC, 2008; Nguyen. 
M. D et al, 1985; Thai, 2003). This is especially important for nutritional counseling 
because dietary recommendations should ask about preferred foods and make 
recommendations that are congruent with beliefs. Advice to simply eat certain kinds of 
American foods may be ignored (Purnell & Fenkl, 2019). 
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LACK OF SYMPTOMS AND LACK OF HEALTH PROBLEMS 
 
Asian Americans, including Vietnamese Americans, often consider being 
symptom free as an indicator of good health and often follow a crisis-oriented system of 
care, which means they seek healthcare when symptoms become severe or persists 
(Hoang & Erickson, 1985; Kimura et al, 2014). An Asian American participant from 
Montgomery County, Maryland reported, “people don’t have the habit of visiting doctors 
on a regular basis to have blood test or urine test. They don’t take preventive actions, and 
they don’t tell until the problems becomes very bad” (Lee at al, 2010). In the same study, 
participants reported that allowing symptoms to become very serious before seeking a 
medical professional is a common phenomenon in their home countries. Asian 
Americans, including Vietnamese American participants, have reported that they use 
healthcare only when there are symptoms for curative care, rather than preventive care 
(Kimura et al, 2014; Lee et al, 2010). As a result, routine checkups and regular preventive 
care may often be ignored. Invasive procedures such as cancer screening for breast, 
cervical, and colorectal cancer may also be difficult to accept. 
In many parts of Southeast Asia, medical experiences are crisis-oriented with 
immediate therapies prescribed, leading patients to be apprehensive about making 
appointments and waiting 2-3 weeks before seeing a physician in the United States 
(Hoang & Erickson, 1985). In a more recent study conducted in Montgomery, Maryland, 
the majority of Asian American participants reported that making appointments was a 
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challenge, noting that they wanted to see the healthcare provider on the same day but 
were often given a later date (Lee et al, 2010).  
Vietnamese patients may also be apprehensive about hospitalization, because the 
hospital is often perceived as either a place to die or a site for surgeries and other invasive 
procedures (Hoang & Erickson, 1985). More recent data also showed that hospitalization 
is still considered the last resort and is acceptable only in cases of emergency among 
Vietnamese patients (Purnell & Fenkl, 2019). For these patients, they often use traditional 
treatments for common illness, while reserving severe problems for Western medical care 
(Kim & Keefe, 2010; Lee et al, 2010; Ngo-Metzger et al, 2003).  
Surprisingly, some newer Vietnamese immigrants have never heard of cancer, and 
among those who have heard of it, some believe it to be contagious (Purnell & Fenkl, 
2019). However, this may be due to mistranslation. A study among Chinese immigrant 
community in San Francisco showed that women with low income and longer residence 
in the US are more likely to believe that cancer is contagious (Kim et al, 2003). In this 
Chinese immigrant community, researchers reported that the word “contagious” and 
“infectious” is translated the same in Chinese, which may suggest participants believe 
infectious HPV as infectious cervical cancer and similar for Hepatitis B and liver cancer. 
However, they found the correlation unclear and participants may believe cancer is 
contagious, similar to tuberculosis (Kim et al, 2013). In this study, researchers also found 
that participants had negative beliefs of cancer and stigmas towards cancer survivors. 
One participant in the study reported that she did not tell her morning Tai Chi class about 
her cancer diagnosis because the group once discussed that cancer was incurable and that 
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those diagnosed should die quietly (Kim et al, 2013). Although no studies have examined 
this relationship in Vietnamese communities, Vietnamese immigrants may share similar 




RELIGION AND MEDICINE 
 
While existing data has mostly focused on religious involvement and spirituality’s 
role in health outcomes such as greater longevity, better coping skills, and less anxiety, 
depression, and suicide (Mueller et al, 2001), more recent data have shown religious 
involvement and spirituality’s role in facilitating cancer screening utilization (Leyva et al, 
2014). Particularly for underrepresented communities, members often rely on health fairs 
at faith-based organization for screening and health information (Lee et al, 2010).  
For Indochinese patients, religion and medicine may not be distinguished from 
each other because “religious beliefs influence health beliefs and practices, the refugee’s 
reaction to illness, and subsequent use of the medical system” (Hoang & Erickson, 1985). 
In the United States, the majority of Vietnamese Americans identify as Buddhist (36%) 
or Catholic (43%) (Pew Research Center, 2012), and this high proportion of religious 
affiliations often results in faith-based Vietnamese communities (Nguyen. A et al, 2012). 
These surrounding social networks, and more specifically, family and peers transmit and 
reinforce the individual’s health culture (Ito, 1999).  
In ethnic populations, researchers have found religious attendance to be a strong 
facilitator for cancer screening behavior. A study on religious influences and preventive 
care gathered data from the Health and Retirement Survey (HRS) of 1992-1996 
consisting of 4253 middle-aged women with limited analysis to non-Hispanic whites, 
non-Hispanic Blacks, and Hispanics due to the small sample of respondents from other 
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racial and ethnic groups (Benjamins, 2006). The author found that women who attend 
religious services more frequently use more mammograms, Pap smears, and self-breast 
exams. Another study which analyzed data from the National Cancer Institute’s (NCI) 
2005 Health Information National Trends Survey concluded that religious activities were 
strongly correlated to the utilization of screening tests for breast, cervical, and colorectal 
cancers (Leyva et al, 2014). Both studies suggested that religious attendance and 
participation facilitate cancer screening behaviors. Faith-based organizations may provide 
programs that provide health education campaigns and transportation services to clinical 
sites. Furthermore, religious communities may also offer socioeconomic resources and 
religious and social motivation to maintain one’s health (Benjamins, 2006).  
However, varying levels of social support were found between non-Hispanic 
Black participants and non-Hispanic white participants, with higher reliance on social 
support for cervical cancer screening among the non-Hispanic Black participants (Leyva 
et al, 2014). The researchers believed that varying results were due to the significant 
barriers including greater poverty, inadequate access to healthcare services, poor 
knowledge of cancer screening recommendations, culturally inappropriate or insensitive 
cancer materials, fear and fatalism, low literacy, and mistrust of the healthcare systems 
among Black participants (Leyva et al, 2014). Because every culture provides a unique 
model of health and illness that influences cancer screening practices, recognizing diverse 
barriers and facilitators of religion adds to that understanding and may further improve 
cancer educational messages for better overall medical adherence. 
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Among 111 Vietnamese women in the Richmond, Virginia metropolitan area, 
newly immigrant or low acculturated Vietnamese women received social supports from 
faith-based communities, which eliminated the informational barriers of cancer screening 
by normalizing Western values and health practices. Researchers also predicted that 
women acquire social networks within religious communities that serve as support 
systems, personal resources, and cultural translators (Nguyen. A et al, 2012). Consistent 
with other studies, these women were predicted to have interpersonal relationships in 
church or temple and benefit by acquiring support systems, personal resources, and 
cultural brokers, persons who serve as cultural translators for family members, adults, or 
peers (Berkman et al, 2000; Leyva et al, 2014; Nguyen. A et al, 2012). Overall, the 
communal nature of religious support fosters confidence and an overall sense of self-
efficacy (Nguyen. A et al, 2012). However, for populations with recent history with 
immigration or small population size, faith-based organizations or community-based 
organizations may not exist or not be as active (Lee et al, 2010). 
For many others, cultural and religious beliefs that disease is the will of God or 
the belief that worship practices can diminish diseases negatively impact screening 
behaviors. In Buddhism, Buddha teaches that life is suffering, including physical pain 
that may be perceived either as crucial to the individual’s life or as a divine punishment 
for unrighteous behavior (Ito, 1999). For Vietnamese women with this belief or a 
fatalistic view of cancer, they were less likely to engage in cancer screening (Nguyen. A 
et al, 2012). In a general population-based survey of patients with lung and colorectal 
cancer, researchers found an association between higher fatalism scores and advanced 
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stage at diagnosis (Lyratzoloulis, 2015). For these individuals, cultural beliefs and 
religion act as a barrier to preventive care, including cancer screening. 
However, incorporating religion into intervention programs in religiously tailored 
workshops showed success in improving cancer screening rates. A recent study observed 
that religiously tailored workshops successfully changed behavioral intention regarding 
breast and cervical cancer screening among Somali Muslim communities (Pratt et al, 
2020). The study consisted of 30 female Somali American participants and 10 imams, or 
spiritual leaders within the community of Boston, Massachusetts. Researchers found that 
all participants (30/30; 100%) reported that they learned useful information, while 9/10 
imams and 29/30 female Somali participants reported that they found the workshop 
enjoyable and would recommend it to a friend. The study concludes that “discussions of 
religiously tailored messages addressing cancer screening had a positive impact on 
attitudes towards cancer screening, and for the women, a positive impact on intention to 
screen” (Pratt et al, 2020). However, researchers acknowledged that the sample was 
likely presenting with more positive attitudes with their higher-than-expected self-
reported cancer screening rates. They plan on using religiously tailored messages and 
workshops with Somali American Muslim women who are not up to date with their 
cancer screening.  
For Vietnamese individuals that reported, “I’m old, and I don’t want to bother my 
son with taking me to the doctor, so I just drink tea and pray that I won’t get worse,” 
(Mull et al, 2001), similar approaches for religious tailored messages may be effective in 
facilitating screening behaviors. However, for many other Vietnamese populations, the 
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moral commitment of the younger generation to care for the older family members may 
act as another barrier to care for that younger generation. In Vietnamese culture, 
caregivers often describe their motivation as “có hiếu,” or filial piety as an important 
aspect of Confucianism (Hinton et al, 2008). Confucianism is another religious tradition 
originating from China, providing a code of morals and ethics emphasizing hierarchy in 
society and stressing the worship of ancestors. Individuals are expected to fulfil social 
obligations such that the family is prioritized over the individual’s own well-being (Ito, 
1999).  
Although these cultural beliefs and traditions are rarely studied among medical 
researchers, they influence health practices (Hoang & Erickson, 1985). For Vietnamese 
participants who were recruited from Buddhist temples or Catholic churches, potential 
information sessions could incorporate the potential role of God or Buddha in helping 
cancer survivors through information sessions (Nguyen. A et al, 2012).  
In addition, intervention programs for Vietnamese Americans and Vietnamese 
immigrants may make use of religious institutions such as the temple and church as the 
source of information dissemination to further address the disparities in preventive care 
use. Since traditional Vietnamese holidays and festivals are celebrated on church and 
temple grounds, this provides a better opportunity for health information booths on 
cancer screening and cancer prevention in the Vietnamese language to be distributed 
during these events. Particularly for the immigrant and less acculturated communities, 
distribution of health education messages and conducting programs in faith-based 
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communities can be most effective and maximize accessibility for breast, cervical, and 





Among the current data, the most studied barriers to cancer screening utilization 
included cognitive barriers (knowledge and understanding about screening, benefits of 
early detection); economic barriers (time away from work, insurance coverage); logistics 
barriers (lack of consistent physician, waiting times, language, childcare, transportation, 
limited clinic/office hours); and social barriers (support of family and friends, support 
within the physician’s office) (Anderson de Cuevas, 2018; Jun & Nan, 2018; Lu et al, 
2012; Ma et al, 2020). The less recognized barriers to healthcare services and cancer 
screening include cultural factors such as explanatory models of diseases, traditional 
practices, and religious beliefs (Ito, 1999; Nguyen. A et al, 2012).  
However, our findings showed that these barriers, which often led to patient 
refusal, do not fully explain the healthcare disparities. Instead, healthcare systems, 
healthcare providers, patients, and healthcare plan managers contribute to racial and 
ethnic disparities (Nelson, 2002). The US medical system must address the persistent 
inequalities in healthcare, food deserts, zoning laws, urban and rural infrastructures, and 
medicalization for real impact in health inequities. Especially for immigrant 
communities, whose benefits and opportunities for medical care are limited by 
bureaucratic disentitlement (Castañeda et al, 2015). This concept includes indirect refusal 
of services and hidden challenges that may perpetuate mistrust for institutions, 
authorities, and social interactions.   
Similar to many other underrepresented populations, Vietnamese Americans 
experience considerable barriers in accessing health services. Furthermore, the 
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Vietnamese American communities are diverse in financial, educational, and economic 
backgrounds, resulting in various challenges and abilities to navigate the healthcare 
systems. Even among Vietnamese communities, some studies showed geographical and 
intragenerational variations. They have different cultural and religious practices and 
health behaviors. In particular, they may use traditional medicine, biomedical 
interventions, or a combination of both for medical care. Therefore, future research 
should disaggregate analysis of ethnic communities so that findings can provide a more 
accurate understanding of healthcare needs. These changes would help healthcare 
providers, researchers, and policymakers to develop culturally and linguistically 
appropriate education programs that can be delivered to and accepted by the community. 
Lastly, the complex US medical system should specialize their cultural and structural 
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